SIR HENRY BUTLIN1 stated that in his experience during this toperation he had never seen bleeding which could occasion the least anxiety, whilst Sir Felix Semon2 records that he had only lost one patient from secondary hwmorrbage, followed by pneumonia, and this he attributed to the use of adrenalin. Those of us, however, who have had a larger experience than these surgeons have realized that haemorrhage may not only at times unexpectedly occur, and give rise to serious anxiety, but also tax the ingenuity and skill of the operator.
Hemorrhage during or after Thyro-fissure in the Removal of the Vocal Cord for Intrinsic Cancer of the Larynx, and the Chief Vessel concerned; and its Control.
By IRWIN MOORE, M.Ch.
SIR HENRY BUTLIN1 stated that in his experience during this toperation he had never seen bleeding which could occasion the least anxiety, whilst Sir Felix Semon2 records that he had only lost one patient from secondary hwmorrbage, followed by pneumonia, and this he attributed to the use of adrenalin. Those of us, however, who have had a larger experience than these surgeons have realized that haemorrhage may not only at times unexpectedly occur, and give rise to serious anxiety, but also tax the ingenuity and skill of the operator.
Hamorrhage may occur either during removal of the growth, immediately following removal, or some hours after operation. During removal of the growth a considerable amount of bleeding may occur, but this can generally be easily controlled by gauze pressure. Persistent oozing frequently occurs after separation of the muscular attachment round the arytaenoid, and a small vessel may be found between the aryteenoid and lateral wall of the thyroid cartilage which occasionally spurts and may give considerable trouble in picking up with pressure forceps and ligaturing. However carefully any bleeding may be controlled before closure of the larynx a reactionary or secondary hemorrhage may possibly occur in from four to six hours. It is more likely to -take place in full-blooded or alcoholic subjects, or in those cases where -the growth has extended deeply into the subglottic or posteriorly into -the arytaenoid regions, necessitating considerable excision of muscular tissue. Secondary haemorrhage may be due to a general oozing from the raw surface and be severe enough to necessitate re-opening and gauze-packing of the larynx, or it may arise from the vessel in the arytsenoid region and be due to slipping of a ligature applied before closure of the laryngeal fissure.
Eight cases of serious haemorrhage have been reported with four deaths. In most of these cases bleeding was observed during operation to occur from a spurting vessel in the arytEenoid region.
With a view to ascertaining the exact position and course of this vessel so as to permit of better control during operation, I begged the assistance of Professor Shattock, and will now place before you, by means of the epidiascope, the result of our investigations. Fig. 1 shows a dissection of the larynx made from the left side with the arteries injected. (Specimen No. 195 , Anatomical Series, from the Museum of the Royal College of Snlrgeons.) This has been specially drawn for me by kind permission of Professor Shattock and under his supervision. He has also supplied me with the following description:
The left ala of the thyroid has been removed. The posterior cricoaryttenoid, and above this, the thyro-arytaenoid muscles are shown passing to their insertion into the arytwnoid cartilage. The ventricle of Morgagni has been opened from the external aspect, and above it lies a portion of the sacculus. The artery of which the upper end is cut across is the superior laryngeal, and from it there arise in order from above downwards: (1) From the inner and posterior aspect, a short branch which subdivides into one branch directed upwards to the mucous membrane, and the other crossing the site of the aryteenoid cartilage, and distributed to the mucosa, &c., behind the posterior cricoarytaenoid muscles. The tortuosity of this vessel is noteworthy and may be referred to the rotatory movements of the arytenoid cartilage over which it runs.
(2) Proceeding downwards, there is a branch, cut short, from the front of the main artery followed by (3) a long offset passing forwards and downwards to the thyro-artyaonoid muscle. From this, a short way from its origin, there is a branch which is cut short and probably represents the anastomotic branch between the superior and inferior laryngeal arteries.' Next in order comes: (4) A branch passing directly inwards to the thyro-aryttenoid muscle in the neighbourhood of its insertion. And finally, the vessel terminates by bifurcating to supply the posterior part of the lateral crico-aryteenoid muscle. Fig. 2 represents a horizontal section of a normal larynx, from a man aged 24, who died, cyanosed, with heart disease; the veins are distended with blood. This specimen was specially prepared by Professor Shattock for the purpose of this demonstration. The section is made through the processus vocales, and vocal cords, and shows the mass of the thyro-arytaenoid and lateral crico-arytenoid muscles occupying the space between the cords andalae of the thyroid cartilage. In the more posterior part of the muscular mass there is shown on the left side the transversely divided superior laryngeal artery lying close to the perichondrium, and on the right side, in a corresponding position, but somewhat more deeply in the muscle, there are three small arteries derived from the same source. The veins in the thyroarytmnoid muscle in the angle on the outer side of the processus vocales are conspicuous in number. The conclusion we may draw from these investigations is that in those cases in which it is necessary to cut through a considerable amount of muscular tissue close up to or including the arytaenoid cartilage, the superior laryngeal artery may be cut or injured. Since the vessel in this situation lies close against the perichondrium, further separation of the perichondrium from off the thyroid ala is indicated so as to allow the vessel to be more easily seized by pressure forceps and securely ligatured. I think we shall find this practical point of considerable service in future cases which come under our care.
Dr. W. HILL: I had a death at St. Mary's in a case of this kind. I had operated in the afternoon, and the patient was all right at 8 o'clock at night, but he died of haomorrhage, which the house surgeon was not competent to deal with, at 10 o'clock. It was an early secondary hemorrhage. The case had given trouble during the operation. Dr. Irwin Moore was there and helped me. We had a difficulty in picking up a bleeding-vessel. I did not then know that the right thing would be to separate the perichondrium, so that we could tie the vessel deeply. We did tie it, but the tying was inefficient. If I had kept the tracheotomy tube in, the house surgeon would not have hesitated to re-open the laryngeal cavity and plug, and that is a good reason for retaining the tracheotomy tube if there is not likely to be an expert there to stop hamorrhage. I was surprised to hear Dr. Moore say there had been several deaths from early reactionary haemorrhage.
Bilateral Chronic Empyemata of the Frontal Sinuses: Two
Patients on whom the External Operation has been Performed.
By HERBERT TILLEY, F.R.C.S.
THE chief points of interest are: (1) The large superficial extent of the sinuses; (2) the fact that, after thorough pickling with a liquid compound of bismuth, iodoform and paraffin (B.I.P.), the external wound was sutured at the close of the operation.
